Kurien et al.'s
1 publication is one of the few studies to explore the effect of a dedicated community dietetic service (HEF team) on patients requiring home enteral nutrition. Home enteral nutrition is an essential life-supporting therapy for patients who are unable to achieve adequate oral intake secondary to causes such as functional gastrointestinal disorders, neurological conditions, traumatic brain injuries, and head and neck cancers.
2 Despite the limitations associated with the collection of reliable data from medical records, Kurien et al.
1 draws the conclusion that implementation of a dedicated HEF team led to a reduction in hospital admissions over a 12-year period from 1998 to 2010. However, the data presented in this paper lack sufficient detail to allow for such an assumption to be made.
There are many steps involved in the clinical care pathway for patient's undergoing gastrostomy tube insertion. Changes in the quality of care at each point in this pathway may have occurred over the 12-year study period. The team approach taken by medical practitioners, nursing staff and Dietitians, has been recognised as improving the standard of care, increasing cost-effectiveness and reducing complication rates. 3 Therefore, changes in the quality of care throughout the patient journey must be investigated before a conclusion can be drawn attributing reduction in hospital admissions solely to the HEF team.
Decision-making processes regarding the suitability and timing of gastrostomy placement has evolved over the past decade. Multidisciplinary teams are now aiming to ensure earlier tube insertion across a more appropriate patient demographic. 4 This is supported by Kurien et al.'s 1 reference to dementia no longer being a primary indicator for feeding tube placement. No data were provided by the author regarding the nutritional status of patients before entering into the home enteral nutrition programme. If the proportion of malnourished patients had been reduced over time, this may have decreased the risk of readmissions with pressure area breakdown and opportunistic infections. 5 Therefore, over the duration of the study, this change in patient demographic may have minimised the proportion of acutely unwell individuals in the community who were at higher risk of hospital readmissions.
Consideration also needs to be given to changes in technique, method of insertion, post-operative care and/or type of tube placement, which may have taken place over the 12-year period.
Radiologically placed gastrostomies present a higher risk of tube dislodgment, supporting an endoscopic approach. 6 Kurien et al.
1
makes no mention to the material of tubes used when initial data were collected compared with those in more recent years. Evidence demonstrates that a change from latex to silicone gastrostomies can reduce the need for tube replacements. 7 Therefore, a simple change in the method or tube type may result in a decrease in hospital admissions due to a lower incidence of tube degradation, tube malposition and/or peritoneal contamination. The multidisciplinary team is essential in optimising patient outcomes. Changes in practice across the continuum of patient care should be evaluated, from the decision-making processes around gastrostomy insertion: method of placement, acute care, discharge education and community follow-up. Reviewing the service as a whole assists in the identification of potential strengths and weaknesses in the system; thus, facilitating improvement in service delivery and ultimately working towards the common goal of improving patient care and quality of life among enteral nutrition patients living within the community.
